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Primary popliteal venous aneurysm
Andrew L. Tambyraja, MRCSEd, Carl Moores, FRCA, and Roderick T. A. Chalmers, MD, FRCSEd,
Edinburgh, ScotlandA 35-year-old policeman had a mass in the left popliteal fossa that caused pain
on prolonged standing or exertion. There was no history of trauma or thrombo-
embolic complication. On examination a soft, compressible mass was identified.
Duplex ultrasound scans and ascending contrast-enhanced venograms (A) dem-
onstrated a saccular aneurysm of the left popliteal vein. The aneurysm was 3 cm in
diameter. No other venous anomalies were identified. Because of ongoing symp-
toms and the potential risk for thromboembolic complications, the patient was
offered surgical repair.
The patient was placed in the prone position, and a posterior approach to the
popliteal fossa was used. The popliteal artery and tibial nerve were carefully mobilized
away from the vein and protected (Cover). The saccular popliteal vein aneurysm
(PVA) was exposed and side-clamped to enable tangential aneurysmectomy (B) with
lateral venorrhaphy (C). Postoperatively the patient received therapeutic anticoagu-
lation therapy, and had an unremarkable recovery.
DISCUSSION
Primary PVA is a rare pathologic entity, but represents a significant potential
source of thromboembolus. A recent review by Sessa et al1 identified 117
reported cases in the world literature, with pulmonary embolism the most
common mode of presentation. Most PVAs are true aneurysms, and as many as
75% are saccular. Proposed mechanisms of pathogenesis include congenital vein
wall weakness, mechanical trauma, inflammation, and localized degenerative change.
Duplex scanning is the noninvasive imaging method of choice. However,
ascending venography remains the most sensitive and specific test for the diagno-
sis of PVA. It is recommended as a mandatory investigation in the assessment of
PVA, to accurately delineate venous anatomy, before surgical repair.2
Surgery remains the mainstay of treatment of PVA. In patients with previous
thromboembolic complication the risk for recurrent embolic events mandates
early surgical repair. The indications for surgical repair in patients with asymp-
tomatic PVA are less certain. However, saccular aneurysms of any size and large
fusiform aneurysms should be treated with surgery, because of the potential for
future thromboembolic events.1 Small, asymptomatic, fusiform PVAs may be
followed up with duplex scanning.
Tangential aneurysmectomy with lateral venorrhaphy is the most frequently
reported method of surgical repair, and is recommended for saccular aneurysms.
When tangential aneurysmectomy cannot be performed, resection with end-to-
end anastomosis or interpostion grafting has also been described. Postoperative
anticoagulation therapy is generally recommended, particulary in the presence of
thrombotic risk factors.1
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